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IMAGES, QUESTIONS AND ANSWERS
A chronic supra-orbital swelling
C. Brecheteau ∗, L. Laccourreye, R. Breheret
Service d’Oto-Rhino-Laryngologie et de Chirurgie Cervico-Faciale, Centre Hospitalier et Universitaire d’Angers, 4, rue Larrey,
49033 Angers cedex 01, FranceCase report
A 48 year-old man, with no previous history, presents with
swelling of the left eyelid associated with chronic frontal
headache of 6 months’ evolution. Five previous antibiother-
apy courses have proved ineffective. Clinical examination of
the left eyelid ﬁnds non-inﬂammatory swelling, without ﬁs-
tulization to the skin. There is no ipsilateral frontal sensory
deﬁcit, visual acuity deﬁcit or eye movement impair-
ment. The patient is free of fever. Nasal cavity endoscopy
proves normal. Contrast-enhanced facial CT is performed
(Figs. 1 and 2).
Questions
Question 1: how do you interpret the CT images?
Question 2: ethmoid, maxillary and sphenoid sinus CT are
all normal. What is your diagnosis?
Question 3: what treatment do you suggest?
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Replies
Question 1
Fig. 1 shows left frontal sinus opacity, containing areas of
calciﬁcation-like hyperdensity, associated with rupture of
the antero-lateral wall of the left frontal sinus.
Fig. 2 again shows left frontal sinus opacity, without con-
trast medium uptake, and rounded, homogeneous opacity of
the neighboring soft tissue of the left eyelid, with peripheral
contrast uptake.
Question 2
Clinical examination and imaging suggest a fungus ball in
the left frontal sinus, complicated by osteolysis and chronic
eyelid abscess.
Question 3
Management must be surgical. It could consist in removing
the fungus ball via a surgical approach above the eyebrow.
In case of nasofrontal duct stenosis, repermeabilization on
a superior approach should be associated.
Draf II endoscopic sinusotomy may be considered, but
surgery on the superior approach has the advantage of allow-
ing peroperative drainage of the abscess to be associated.
We removed the fungus ball via an approach above the
eyebrow, associated to incision and curettage of the abscess
(which was found to be aseptic and free of puss or any
mycelial elements). The frontal sinus was washed plenti-
fully with a serum solution of Betadine®, showing excellent
left nasofrontal duct permeability on endoscopic control, so
that repermeabilization was unnecessary.
Anatomopathologic examination conﬁrmed the diagno-
sis of non-invasive aspergillosis, ﬁnding clusters of branched
septal mycelial ﬁlaments with some calcium deposits. Myco-
logic examination found Aspergillus fumigatus. No adjuvant
medical treatment, other than standard local care, was
therefore undertaken.Comments
Non-invasive sinus aspergillosis is a common pathology,
involving, in order of frequency, the maxillary, ethmoid or
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phenoid sinuses. The frontal sinus is generally involved only
f the aspergillosis spreads from some other sinus; symptoms
hen appear only in case of orbital or intracranial involve-
ent [1].
The present isolated frontal involvement is excep-
ional: only 20 such cases have been reported in the
nternational literature [2]. The aspergillosis may have
een airborne, as in isolated sphenoid mycelial sinusi-
is, without maxillary sinus involvement. The physician
hould be aware of such a diagnostic possibility, to
ifferentiate it from benign (mucocele, dermoid cyst, epi-
ermoid cyst, ossifying ﬁbroma, or inverted papilloma,
hich also shows calciﬁcation-like hyperdensity on CT) or
alignant frontal sinus tumor, so as to plan surgery accord-
ngly.
Diagnosis is suggested on CT, and may be conﬁrmed
y MRI (fungus ball showing as isosignal on T2-weighted
mage) in case of doubt. Fine-needle aspiration may
e performed in case of osteolysis [3]. Management
s classical, comprising surgical resection and debride-
ent, associated as appropriate to repermeabilization
f the sinus, on an external approach or by endoscopy
4], depending on the imaging data. In non-invasive
spergillosis, adjuvant medical treatment is inappropri-
te.
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